Abstract
Introduction
With the rapid growth of the older population, person-centered care (PCC) has become a priority around the globe [1] [2] [3] . Older-patients often present with complex healthcare needs, visual and hearing challenges, and/or cognitive impairments. As such, they present challenges on several fronts for providers trying to offer PCC. PCC itself is a complex multidimensional concept [4] , with many definitions [5] , aiming to develop a "comprehensive picture of the patient" [6] . A recent conceptualization of PCC emphasizes two simultaneous needs of patients: 1) to "know and understand" ("What is the problem?" and "How can it be taken care of") and 2), to "feel known and understood" (seeking socio-emotional support) [7] . These needs expressed in clinical consultations often manifest as emotional expressions in the form of cues or concerns, implying their importance to patients. The Verona Coding Definitions of Cues and Concerns (VRCoDES), developed to identify these moments [8] , has been validated to capture patients´ perspectives in consultations [9] . Cues are defined as "verbal or nonverbal hints which suggest an underlying unpleasant emotion that would need clarification from health provider;" and, Concerns constitute "a clear and unambiguous expression of an unpleasant current or recent emotion" [10] .
A number of recent studies have focused on examining the verbal aspects of providers' responses (PR) to patients' cues/concerns and their need for feeling understood [11] [12] [13] . Sundler et al. [14] showed focusing on instrumental tasks in home-care settings made patients' disclosures of emotional expressions more challenging. Hafskjold et al. [15] found that expressions of worries captured many aspects of what is known to challenge successful aging and suggested that allowing nurse-assistants time for psychosocial talk would improve quality of life in homecare settings; (see also, Street et. al. 2009 [16] ). These studies [11] [12] [13] [14] [15] underscore the increasing importance of examining providers' verbal responses, especially to older-patients' cues/concerns.
On the other hand, the importance of nonverbal behavior for expressing socio-emotional aspects in clinical communication has been emphasized by many researchers [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] . In a recent systematic review of nonverbal expressions of empathy in cross-cultural clinical settings, Lorie et al. [27] found that "nonverbal communication plays a significant role in fostering trusting provider-patient relationships and is critical to high quality care." Other studies have focused on specific nonverbal dimensions and shown eye contact and social touch to be significantly related to patient perceptions of clinical empathy [28] . Further, Gorawara-Bhat et al [29, 30] showed the salience of "looking" and "listening" in patient-centered communication, and highlighted the need for studying the conjoint unfolding of both verbal and nonverbal aspects-"looking,"
"listening" (nonverbal) and "talking" (verbal)-of communication [31] .
From older-patients' perspectives, both verbal and nonverbal behaviors are imperative for understanding the gestalt of cues/concerns and providers' responses to them. To the best of our knowledge, the processes of simultaneous unfolding of verbal and nonverbal behaviors over the duration of consultations have yet to be fully explored. The present study explores how physicians and older-patients (> 65 years) communicate through verbal and nonverbal channels simultaneously. The point of departure for the present research is to understand the processes and conditions under which patient emotions, expressed through both verbal and nonverbal cues/concerns, elicit different types of verbal and nonverbal physician responses.
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This study is part of an international project to promote the quality of healthcare communication with home-dwelling older-people in Norway, Sweden and The Netherlands to be more personcentered [32] . Specifically, the aims are to: 1) Identify emergent cues/concerns and physicians' verbal and nonverbal responses to them 2) Overlay and describe physicians' verbal and nonverbal communication to assess consultations 3) Analyze qualitatively specific consultations and their implications
Methods

Overview
This secondary analysis of videotaped clinic and in-patient encounters in a large Norwegian teaching hospital highlights verbal and nonverbal aspects, and the ways in which they conflate to constitute the totality of communication. Two research teams independently coded verbal and nonverbal dimensions (henceforth Verbal and Nonverbal teams). The Verbal team (LH and HE) are native Norwegian speakers (also the spoken language of physicians and older-patients). The Nonverbal team (RGB and Assistant) did not speak, nor understand the Norwegian language; thus there was a natural blinding of the Nonverbal team to verbal content, with the added advantage of coding tone of voice without muting videotape sound [33] . The primary emphasis was on analyzing physicians' responses to patient emotions, whether these were expressed verbally or nonverbally.
The major steps that evolved over the duration of the project included:
1. Videotapes were reviewed (using NVivo 10.0) [34] , dedicated physical exam and/or procedure(s) excluded, and 'sections' comprising only the interaction between physician and patient identified (Nonverbal team) 6 2. For identified 'sections,' verbal cues/concerns and physicians' responses were coded using VR-CoDES [8, 10] (Verbal team) 3. For identified 'sections,' nonverbal dimensions invoked by physician and patient were coded using NDEPT [29, 30] (Nonverbal team) 4. Qualitative summary evaluations of verbal and nonverbal codings for each consultation were overlaid to identify congruent and incongruent consultations (Verbal and Nonverbal teams)
5. Qualitative thematic analysis was conducted for incongruent consultations (Verbal and Nonverbal team)
Description of Sample
The original data, comprising 380 video-recorded consultations, were collected in 2007-2008 as part of a randomized controlled trial of a communication skills training course [35] . Of these, 89
were categorized as older-patient/physician encounters (Figure 1 ), out of which 26 were suitable for analyzing both verbal and nonverbal dimensions, based on selection criteria that both physician and patient are visible in videotape. Two tapes with no verbal cues were discarded, reducing the sample size to N = 24, and comprising 12 in-patient and 12 clinic visits. The types of consultations varied from routine e.g. abdominal pain, to complex cases such as stroke and post-surgery visits. and, C: Types of physicians' responses. Specifically, older-patients' cues/concerns were coded as one of seven mutually exhaustive categories of Cue 'a' to 'g' [37] . Physicians' responses were coded in a 2-step process to determine if PR: 1) referred explicitly (or non-explicitly) to cues/concerns and, 2) performed the function of "Providing" (or "Reducing") space for patients' emotional expressions. Nonverbal dimensions were coded according to the VR-CoDES Manual in how they supplement PR (p3). The appropriate PR classification was chosen from 17 distinct coding categories [37] .
Instruments and Coding of Consultations
Nonverbal Coding
The modified NDEPT tool [30] was used to code (using NVivo 10.0) two types of nonverbal dimensions for tracking the emotional climate of physician-patient interaction: 1) Kinesic and 2)
Dynamic. Dynamic attributes of the physical context (e.g. interaction distance) help establish the spatial configuration within which Kinesic attributes, emanating from physician (e.g. eye contact) manifest in the consultation. The specific attributes coded and their descriptions are listed in Table 2 . Each consultation was coded by two coders and disagreements were settled through iterative coding until consensus was reached. and "Indirect" eye contact (EC), and 'lean forward' as salient Kinesic nonverbal attributes.
Dynamic dimensions include comfortable 'interaction distance,' direct 'angle of interaction,' and no 'height difference' and 'physical barrier' between physician and older-patient. attributes entailed a 3-step process: 1) Each consultation was rated as "High," "Medium," or "Low" separately on Kinesic and Dynamic dimensions. 2) Kinesic and Dynamic together were rated as "High," "Medium," or "Low" based on extent to which nonverbal expressiveness was responsive to older-patients' emotional expressions. "High" classification was characterized by nonverbal expressiveness going beyond expected norms, e.g. physician guiding patient's walker into exam room; "Medium" classification demonstrated routine nonverbal expressiveness; and "Low" classification showed a dearth of nonverbal expressiveness. 3) Consultations classified as "High" and "Medium" were collapsed and classified as 'Affective,' since differences between the two entailed type of consultation (regular or follow-up) and time spent in interaction, and not quality of nonverbal expressiveness. "Low" visits, e.g., when physician "talks down" (literally and figuratively) to patient who is lying-down, was classified as 'Prescriptive.'
Evaluative Summaries of Physicians' Verbal and Nonverbal Communication
Verbal and Nonverbal Congruent and Incongruent Consultations
Evaluations of verbal communication as 'Acknowledging' or 'Distancing' and nonverbal as 'Affective' or 'Prescriptive' were used to label and distribute the consultations into four types.
To better understand the dynamics and functions of incongruence in our sample, we conducted detailed qualitative analyses of 'incongruent' consultations focusing on how physicians' verbal and nonverbal behaviors evolved.
Results
Demographics Characteristics
Demographic data (Table 3 ) indicate two-thirds of patients were male; and their age ranged from 65 to over 85 years, with the majority in the 75 -84 age range. Physicians were equally split between male and female, and mainly in the 31-40 age range. Major specialties represented were Neurology and Cardiology. Most consultations were dyadic, with an average duration of 18:55 minutes. Table 1 indicates physicians initiated about twice the cues/concerns compared to patients (65% versus 35%), and, PR were more often "Providing" compared to "Reducing" space (59% versus 41%). 'Cue b' was the most frequently initiated type (60%); 'Cue a' was second (19%);
Verbal Dimensions
11 followed by 'Cue other' (10%), and 'Cue c' (4%) at the tail-end. Most often, PR were nonexplicit rather than explicit (63% versus 37%).
Nonverbal dimensions: Kinesic and Dynamic Attributes
Eye contact was the most frequently occurring Kinesic attribute among both physicians and older-patients. On average, Direct EC made by physicians and older-patients with each other was 83% and 86%, and Indirect EC was 17% and 14% respectively. Average EC was calculated as percent time duration spent making EC relative to duration of interaction between the two (minus any dedicated physical exam, procedure(s), phone calls etc.), across all consultations. Table 4 lists other Kinesic attributes and number of consultations they occurred in. Also listed are number of consultations where Dynamic attributes were assessed as conducive in facilitating or inhibiting of disclosures in the consultation.
Overlaying Physicians' Verbal and Nonverbal Communication
Summary 2) Types 2 showed verbally 'Distancing' and nonverbally 'Prescriptive' behaviors, and were also classified as 'congruent;' they are likely to inhibit older-patients from making disclosures of emotional expressions.
3) Types 3 exhibit verbally 'Distancing' and nonverbally 'Affective' behaviors; they are classified as 'incongruent,' e.g. physicians' verbal communication is 'Distancing,' while nonverbal demonstrates socio-emotional support towards older-patients. This type presents a challenge to decipher from older-patients' perspective. This type may amplify the power differential between physician and older-patient.
The frequency of each type is shown in Figure 3 . Overall, the evidence indicate that PR primarily included verbally 'Acknowledging' and nonverbally 'Affective' behaviors, and less often comprised 'Distancing' and 'Prescriptive' behaviors. 
Incongruent Consultations -Qualitative Analysis
Several studies have expounded on the advantages and functions of incongruence (conflict) [38] [39] [40] , and their potential for understanding the nature and characteristics of entities at such times.
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Therefore, to better understand the dynamics and functions of incongruence in our sample, we examined these types in detail.
Further, qualitative analysis of eight Type 3 incongruent consultations provided us with details of the sequence in which the cues/concerns emerged and how physicians responded to them. They 
Discussion
The following sections discuss ways in which congruent and incongruent communication unfolds in consultations, and how older-patients may perceive such communication.
'Congruent' Consultations
In the most commonly occurring Type 1 consultations, physicians' verbal and nonverbal behaviors were congruent ( Figure 3 ). This is consistent with the theory that human behavior often unfolds as cognitively consistent along the thought-attitude-behavior continuum [41] [42] [43] . In these 'congruent' consultations, physicians verbally 'Acknowledge' patients' emotional expressions, and complement them with nonverbally 'Affective' behaviors, maintaining "consistency," and facilitating further disclosures of their emotional expressions. Type 2 consultations ('distancing' and 'prescriptive') also unfold as cognitively consistent; but they may inhibit potential disclosure of patients' emotional expressions. Future research should examine patients' perspective on such cases.
'Incongruent' Consultations and Person-centered Communication?
Type 3 incongruent consultations potentially present a challenge for older-patients' to decipher (see Section 3.4.1.), because they may be perceived in one of two diverse ways.
On the one hand, when physicians focus more on the technical aspects of providing knowledge, information/advise, and less on socio-emotional support for the patient, consultations are likely to be perceived as non-responsive to older-patients' emotional expressions. Other studies highlight the salience of the verbal aspect of communication. Sundler et al. [44] show that when older home-dwelling persons views were in conflict with Nurse Assistants, verbal communication between them was challenging. Salience may differ depending on type of verbal or nonverbal expression invoked and on specific patients' needs. For instance, Hall and Mast show that verbal information contributed the most to accuracy in relation to inferring 'thoughts,'
and visual/nonverbal cues contributed most when inferring 'feelings' of simulated persons [45] .
On the other hand, when physicians extend the "Affective" stance through use of specific nonverbal behaviors such as sustained eye contact, closer interaction distance, forward lean, touch and smiles, all invoked in tandem, they support older-patients socio-emotional needs of "need to be known and understood." These specific nonverbal behaviors have been shown to communicate "liking" and "responsiveness" in other settings [46] . For example, Beier describes the potential impact of nonverbal behaviors:
"when we send out listening or caring cues that allow people to feel deeply understood, they respond quite differently than if we had sent out cues that are seen to be controlling" [47] .
Further, as Finset [48] suggests nonverbal dimensions can be more salient than words in representing emotional expressions. Along similar lines, nonverbal behaviors in incongruent consultations may be efficacious in serving two major social functions: 1) alleviating the power differential and, 2) build the relationship between physician and patient.
Since the present study focused only on analyzing the "observed" -auditory and visual-aspects of verbal and nonverbal communication in the 24 videotaped consultations, it is speculative whether verbal or nonverbal aspects of incongruent communication carry more weight for olderpatients. As suggested by Del Piccolo [6] , patients may "vary widely in their communication needs and preferences." For example, for older-adults, especially those with hearing, vision, cognitive impairments and/or end-of-life issues, the salience of nonverbal over verbal may be more relevant [29, 30] . Also, as suggested by Gulbrandsen et al. [49] patients who face a The major processes that unfold in response to emotional cues/concerns relate to both verbal and nonverbal behaviors that unfold in a stream, intertwining both clinical and social aspects, and not as discrete verbal utterances and nonverbal behaviors; rather, both are used interchangeably as echoed earlier by Engel:
"Information being obtained in one mode may not be accessible in the other but may be clarified, elaborated, verified, or refuted by access to the other mode, sometimes simultaneously" [19] .
Thus, the nonverbal behaviors of physicians, in all 24 consultations analyzed in this study, especially incongruent consultations, manifested beyond supplementing the verbal aspects of communication. They added independent information that was coded sometimes as serving social functions of balancing power and building the physician older-patient relationship (supporting patients' need to be known') , and at other instances as hampering their expression for seeking clarity on cognitive information (thwarting patients' 'need to know'). 
Strengths and Limitations
The strength of this study lies in the international collaboration that enabled a) natural blinding of the nonverbal team to verbal content of consultations, thus preventing bias, and b) analysis of nonverbal behavior without muting sound This study has limitations attributable to any secondary data analysis [52, 53] . Further, having access to older-patients' post-consultation experiences could shed light on how physicians may use combinations of verbal/nonverbal aspects to better address their emotional cues/concerns.
Conclusions
Based on our findings, we propose there are three salient factors in how physicians negotiate the two basic needs -'to know' and 'be known'-of older-patients: 1) Verbal and Nonverbal behaviors both are core elements at the heart of physician/older-patient communication, inseparable and synchronous; when used incongruently they may have unintended implications for patients.
2) Incongruence in verbal and nonverbal communication occurred in one third of consultations (8 of 24), especially when it seems difficult for physicians' to relate to patients' emotional needs to satisfy their preferences.
3) Nonverbal 'Affective' communication can be invoked to enhance social functions of balancing asymmetry and building relations with older-patients; however, when incongruent with their verbal responses, physicians may need to explore their internal reasons for such.
Practice Implications
1. Older-patients' perceptions of congruent and incongruent consultations need to be explored. Reduce space cue/concern (maintains wording or key referring to strength to continue to taking care of spouse) elements) and reduces the room for or closes down for further cue/concern disclosure by Doctor: "But then, then they have to act on it then, you know, if the the patient strength to continue ends" (Tone of voice indicates Reduce space, explicit, information advice, ERIA)
Using Verbal and Nonverbal
Concern
Clear verbalization of an unpleasant 12 (8) Patient: What is most worrying is that eh I actually cannot leave her emotional state; the emotion is stated, the because of her nerves (referring to mental state of next of kin) emotion is
Non-explicit
The response do(es) not explicitly refer back 64 ( 
Provide space
to the cue/concern and has the function of Doctor: "no, no, okay" allowing further cue/concern disclosure by the patient (Provide space, non-explicit, acknowledging, NPAc)
Non-explicit
The response do not explicitly refer back to 34 ( Interrater reliability-Cohen's Kappa = 0.67 for patients' C/C (N = 7; C/C n = 58); 0.65 for PR (N = 5; n = 28). The encounter illustrates verbally 'Distancing' and nonverbally 'Prescriptive' congruent. Interestingly in this case, when the patient tells the Dr. that he "feels safe" with the doctor, i.e. "trusts" the doctor, the Dr takes the cue, and invokes nonverbal dimensions of direct orientation, closer interaction distance, sustained EC for the reminder of the interaction. 
